
 
 
 
 

 
Alabama Department of Rehabilitation Services 

Practicum/Internship 
 

Professional Insurance Liability Coverage Verification 
 
 
 
 
 
Name   __________________________________________________________ 
 
Address __________________________________________________________ 
 
Telephone __________________________________________________________ 
 
Name Of 
Insurance  
Company __________________________________________________________ 
 
Policy  
Number __________________________________________________________ 
 
Policy Period __________________________________________________________ 
 
Limits of 
Liability  __________________________________________________________ 
 

A certificate of insurance may be provided in lieu of this form. 
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